helminthic infections is the way in which some of them may disseminate bacterial or viral infection within the body of the host. This is a field which has only begun to be opened up and promises to provide the clue to many anomalies and problems in medicine at the present time.
Dr D R Seaton (Liverpool School of Tropical Medicine)
Amebiasis Infection with the protozoon Entamaba histolytica by no means implies parasitization, because in the great majority of cases it lives harmlessly in the lumen of the large intestine. It is a commensal, which quite occasionally, and for reasons which are not understood, may invade the wall of the large intestine. If the consequent ulceration is sufficiently extensive the symptoms of amoebic dysentery will arise. Invasion of the intestinal wall may be followed by metastatic involvement of the liver causing amoebic liver abscess. This often develops in the absence of any previous history of dysentery because the antecedent intestinal lesions have been of insufficient extent to produce any noticeable symptoms. In this country about 2% of the population carry the organism although amoebic dysentery and amoebic liver abscess are both exceedingly uncommon among the native population. In the tropics the protozoon may be present in about one-quarter of the population, but everywhere the symptomless carriers far outnumber those in whom the amoebc have abandoned their harmless diet of intestinal bacteria for a histolytic way of life. Although symptomatic amoebiasis is a rarity in people who have never been abroad it is commonplace in persons of all races coming into this country from the tropics and subtropics, and we should be aware of the fact, as sooner or later most of us will meet with examples.
Amoebic dysentery, as seen in England, is seldom a severe illness. The patients usually will complain that each day they pass 3 or 4 loose stools containing blood and slime. There may occasionally be slight lower abdominal discomfort, but fever is rare. The patient is usually able to continue at work. In short the symptoms are those of a mild ulcerative colitis. In the absence of treatment the dysentery will continue for a few weeks or more. It is then likely to remit for an indefinite period, then to relapse, and may so continue oscillating unpredictably between activity and quiescence for years. It is evident from this symptomatology that there is in amoebic dysentery a tendency to spontaneous healing of the ulcers. The histolytic action of the amoebae is opposed by leucocytic invasion and the formation of granulation tissue around the ulcers, the balance swaying in favour of the one process or the other with the passage of time. Occasionally it may happen that the deposition of granulation tissue is so excessive as to form a palpable tumour in the affected part of the colon, and by its bulk to interfere with bowel function. This is the socalled ameeboma, and its occurrence can be very misleading to the surgeon, as is shown by the following example. Case 1 The patient served in the Army in India and Burma from 1942 to 1946. While there he had occasional diarrhoea but was never sufficiently unwell to report sick. Thereafter he continued to have looseness of the bowels from time to time for the next twelve years. Towards the end of 1958 he began to suffer from troublesome lower abdominal pain. He lost weight, became febrile and developed a partial intestinal obstruction. At operation. a.-large tumour of the transvrsescolon was found. This was taken to be a carcinoma. The ascending and transverse colon were removed together with 90 cm of adherent ileum and the necessary anastomoses were done. Examination of the excised tumour showed that it consisted of a great mass of granulation tissue surrounding a number of amoebic ulcers extending into the submucosa. Subsequently a most assiduous search failed to show any evidence of a persisting amoebic infection. This is the only case known to me in which ameebiasis was cured by surgery alone. In that the patient was fortunate, because generally the operative treatment of amoebiasis is better avoided. For example, the outbreak of amoebic dysentery which struck Chicago in 1933 caught the medical profession unaware. Of 77 cases operated upon for various reasons 33 died. Even intestinal perforation in amoebiasis is better treated conservatively. This condition is almost confined to those fulminating cases-of amoebic dysentery whichi occur in the Bantu population of Natal.
Surgical repair of the perforation is attended with extreme difficulty because of the great friability of the bowel wall, and it has been found that ameebicides and antibiotics combined with gastric suction afford a better hope of recovery.
Amoebic liver abscess is the commonest complication of intestinal amoebiasis. It may occur with or without a preceding history of dysentery, depending on the extent of the ulcerative process 50 in the colon. It is a condition which it is justifiable to diagnose on the findings of fever, an enlarged tender liver, a moderate neutrophil leucocytosis and elevation of the right diaphragm. Jaundice does not occur. These are not infallible signs; indeed the last patient whom I saw exhibiting them proved in the event to have primary carcinoma of the liver. None the less, nothing is lost and all may be gained by the use of amebicides in such cases.
The foregoing account covers the usual aspects of amoebiasis. The infection is a simple one. It affects the colon, whence it may spread to the liver and adjacent organs to produce the signs and symptoms already described. What it does not do is to cause an extraordinary variety of symptoms in areas remote from the abdomen which are from time to time ascribed to it. Such symptoms are commonly unrelieved by repeated courses of amoebicides, leading to the heresy that ameebiasis is very difficult to eradicate, a state of affairs which has been cynically called chronic remunerative amoebiasis.
It is a good rule in all protozoal infections to make the diagnosis by demonstrating the parasite microscopically. The diagnosis of intestinal amoebiasis is no exception and should depend on the recognition of the vegetative entamoeba or its cysts in the fices. The technique is not particulally difficult, but like all skills it requires training to acquire and practice to maintain and is not so widespread as it should be outside the tropical disease centres. Nevertheless, given competent laboratory assistance, it should be possible in almost every case of intestinal ameebiasis to demonstrate the infecting organism in the stools. Failing this a sigmoidoscopy should be done and specimens taken for immediate microscopy from any ulcers which may be seen.
The chemotherapy of amoebiasis is highly efficient. If there is not a marked relief of symptoms within a few days of starting treatment the diagnosis should be reviewed. It may be excusable to treat an ameeboma as carcinoma but the opposite error is unpardonable. Emetine or dehydroemetine will kill amoebx in the tissues. Three or four daily injections of 60 mg will stop dysenteric symptoms. Ten such injections will resolve an amoeboma and most liver abscesses.
If the abscess is pointing aspiration may be necessary and will expedite resolution. Thereafter any ameeba surviving in the intestinal lumen must then be eradicated to prevent the possibility of relapse. A number of drugs will do this. The relatively insoluble emetine bismuth iodide given in capsules 0X06 g eight-hourly for ten days is most effective, though sometimes productive of nausea. Oxytetracycline 250 mg eight-hourly for ten days is also efficient and usually free from side-effects. None of the other available drugs is better than these. About one month after the conclusion of treatment the patient should submit a series of specimens of fieces for examination to determine the result. This will be found to be successful in almost every case.
Mr H RI Wolfe (University College Hospital and the Hospitalfor Tropical Diseases, London)
The Surgical Treatment of Tropical Diseases of the Colon and Rectum The treatment of tropical diseases of the colon and rectum is medical. Surgery contributes to diagnosis but has a relatively minor role to play in management. It may seem presumptuous therefore for a London surgeon to discuss these matters as none of us can have a large experience compared with our colleagues in the tropics. I shall therefore confine my remarks to amcebiasis and schistosomiasis, two conditions which may be encountered in the course of general surgical practice in this country.
Amabiasis
The great majority of the patients admitted to the Hospital for Tropical Diseases, London, with evidence of ameebiasis are asymptomatic cyst passers. Under these circumstances, because the parasite is living as a commensal within the lumen of the gut, the sigmoidoscopic appearances are normal. One of the dangers of this state is that an abdominal operation may result in tissue invasion. Symptomatic amoebiasis indicates tissue invasion. The trophozoite can generally be identified either in the stool or in exudate or scrapings from the ulcers or in a biopsy of the mucous membrane. The lesions are frequently within reach of the sigmoidoscope. Even in these cases, however, sigmoidoscopy cannot always be relied on as the lesions may be atypical. Probably the most common diagnostic error in this country is ulcerative colitis. On several occasions, when this diagnosis has led us to prescribe steroids we have subsequently identified trophozoites in the stool, although a previous painstaking search had failed to identify the parasite.
Intestinal ameebiasis is of surgical importance because of the difficulties of diagnosis, and because the complications to which it gives rise often require a surgical opinion and occasionally surgical treatment. Of diagnosis it has been said that the enthusiasm of the inexperienced is only to be matched by the scepticism and caution of the expert (Elsdon-Dew 1953) . Because nonpathogenic amoeba and cellular debris can be
